large mediastinal mass with compression of the superior vena cava. Further sampling of this tissue revealed cells that exhibited irregular nuclear contours and prominent nucleoli. Immunohistochemical staining of the aspirate was positive for B-cell marker CD�0, negative for T-cell markers CD�, CD5 and CD4�, and negative for BCL6 and CD10. Proliferation marker Ki67 stains approximately 40% of nuclei. C-Keratin highlights mesothelial lining cells, neuroendocrine marker Synaptophysin was negative. Staining for PAX-5, CD� and CK con��rmed B cell proliferation. Given the above morphology and staining, a diagnosis of large B-cell type Non-Hodgkins Lymphoma was made. The patient was started on R-CHOP therapy (Rituximab, Cyclophosphamide, Hydroxydaunorubicin, vincristine and prednisone). The patient on follow up imaging had a high grade partial response to therapy and decrease in size of the of the pancreatic and kidney lesions. Conclusion: ��S-FNA biopsy is a safe and accurate tool for diagnosing unknown masses that are consistent in presentation with lymphoma. Few examples in the literature have described diagnosis of lymphoma through sampling of tissue from metastatic kidney deposits. The versatility of ��S FNA is demonstrated by this case as a superior method for diagnosing metastatic disease. Futhermore immunocytochemistry improves the diagnostic accuracy of ��S-FNA.
Purpose: A 56-year-old man presented with one episode of hematemesis and multiple episodes of melena. He reported intermittent epigastric discomfort, bloating, and nausea for ��ve days prior to the admission. He denied any early satiety, weight loss, diarrhea or any prior history of hematemesis. His past medical history was signi��cant for chronic lymphocytic leukemia which was diagnosed 6 years ago for which he received chemotherapy one year prior. His clinical course after chemotherapy was complicated with traumatic rupture of the spleen leading to splenectomy and splenic artery embolization from blunt abdominal trauma. On admission, he was afebrile (98 F), non-tachycardic, non-orthostatic. Physical examination was unremarkable. Gastric lavage showed �50 ml of dark blood. The complete blood count revealed normocytic anemia (Hb 1�.4g/dL), Hct �8.�%, leukocytosis 60.15 K (Lymphocyte 85.1%, Neutrophil 11.8%, Monocyte �.1%). His basic metabolic panel showed mild hyperkalemia (K+ 5.6), other electrolytes and hepatic function panel were within normal limit. He underwent emergent esophagogastroduodenoscopy. A large submucosal mass (7 x 5 cm) was noted in the duodenal bulb. The mass had an ulcer with an overlying adherent clot that could not be dislodged by washing. No active bleeding was noted. Six ml of epinephrine (1:10,000) was injected around the ulcer to prevent any further eminent bleeding. CT abdomen pelvis with IV contrast was performed for further evaluation of the mass, which revealed a �.5 x 1.8 cm pseudoaneurysm o�� of an aberrant hepatic artery o�� the superior mesenteric artery. A surrounding hematoma measured 6 x 5 cm which was causing mass e��ect on the duodenum. The liver, gallbladder, pancreas, adrenal glands, and kidneys were normal. CT Angiogram revealed multilobed pseudoaneurysms arising o�� the proper and right hepatic arteries. Coil embolization was performed with complete obliteration of the hepatic artery pseudo aneurysm. Two months later, patient presented with recurrent episodes of melena. CT angiogram showed no active extravasations. �sophagogastroduodenoscopy ��ndings were large amount of co��ee ground and dark clot in fundus and body, long segment of coil protruding from pylorus into the stomach. There was large mound like focal bulge at superior aspect of bulb with 6 mm defect at upper aspect with protruding coil. He underwent an emergent exploratory laparotomy which showed hepatic artery pseudoaneurysm eroding into duodenum. Distal gastrectomy, Billroth II gastrojejunostomy, tube duodenostomy, and ligation of gastroduodenal artery were performed. He was discharged on after 5 days of observation and remained well without further episodes of bleeding at � months of follow up.
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Small Intestinal Gastric heterotopia Diagnosed by Video Capsule Endoscopy
Harshit Khara, MD, Arthur D'Souza, MD, Alan Meinke, MD, William Hale, MD, Brian Schwender, MD. Norwalk Hospital -Yale University School of Medicine, Norwalk, CT. Purpose: Introduction: Other than a Meckel's diverticulum, gastric heterotopia is rarely found in the small bowel distal to the ligament of Treitz. Presenting symptoms include gastrointestinal hemorrhage, intussusception, perforation, polypoid masses and bowel obstruction. Most reported cases of small bowel gastric heterotopia are diagnosed post-operatively, discovered when a bowel obstruction is caused by polypoid or nodular mucosa. We report a novel case of gastric heterotopia causing obstructive strictures in the terminal ileum and diagnosed by video capsule endoscopy (VC�). Case:
A 76 year old male with history of coronary artery disease, hyperlipidemia and hypertension was undergoing workup for chronic anemia. Following a non-diagnostic upper endoscopy and colonoscopy, a VC� study revealed a circumferential stricture in the terminal ileum causing capsule retention for an extended period. The capsule eventually passed. A laparoscopic evaluation showed two areas of obstruction in the terminal ileum which were resected. Pathology review showed two stenotic areas with acute inflammation and ulceration within clusters of gastric-type glands; without evidence of granulomas or features of Crohn's enteritis. No evidence of dysplasia or malignancy was seen. Post-operatively, patient recovered well without any immediate complications. Discussion: Gastric heterotopia has been reported to occur throughout the entire GI tract and is easily diagnosed by upper endoscopy or colonoscopy. However, it can cause obscure symptoms when located in the small intestine. We report only the second case of gastric heterotopia of the small bowel diagnosed pre-operatively by VC�. Our case presented with anemia due to ileal inflammation with co-existing stricture formation severe enough to cause transient capsule retention. The exact cause of the inflammation is unclear as no parietal cells were identi��ed on pathologic exam of the tissue specimen. Gastric heterotopia involving the small intestine should be considered in the di��erential diagnosis of obscure gastrointestinal bleeding and partial small bowel obstruction. VC� is an e��ective method of making this diagnosis.
heterotopic Gastric Mucosa (hGM) Mimicking Rectal neoplasm on Colonoscopy
Aparajita Singh, MD, MPH, Uma Mahadevan, MD, Rageshree Ramachandran, MD, PhD, Fernando Velayos, MD, MPH. GI Division, University of California San Francisco, San Francisco, CA. Purpose: A 50 year old male with no signi��cant past medical history presented for routine screening colonoscopy. He had no family history of colorectal cancer. His colonoscopy was normal except for a 15 mm sessile lesion with an irregular surface above the anal verge. Grossly, it was concerning for malignancy and multiple biopsies were taken. Biopsies showed normal appearing gastric mucosa consistent with heterotopic gastric mucosa (HGM) in rectum. Patient underwent repeat sigmoidoscopy and excision of HGM. No malignant features were noted on pathology of the excised tissue. Discussion: HGM has been identi��ed throughout the gastrointestinal tract. Its presence in the rectum is rare with <50 case reports so far. Its presence, however, raises questions regarding its natural history and management, speci��cally, whether the lesion should be completely excised. Patients may be asymptomatic or present with side e��ects of acid production in the rectum, including rectal bleeding, tenesmus, mass, rectal ulcer or ��stula. �ven in the rectum, this can secrete acid and harbor H. pylori. Symptomatic patients have responded to acid blocking therapy and eradication of H. pylori. Regression of HGM has not been reported with these medical therapies. Its malignant potential is also unknown. Adenocarcinoma arising from HGM in the esophagus has been
